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ABSTRACT
Objective: To describe the trajectory of the insertion of obstetric nurses in the care of planned home childbirth in Rio Grande do Sul. 
Method: An exploratory and qualitative study, with application of thematic oral history. Thirteen obstetric nurses who worked in 
planned home childbirth in the state participated in the study. Data was collected from December  2019 to March  2020 through 
interviews and analyzed based on a thematic content analysis. 
Results: Two categories emerged: 1)  Personal, training and professional experiences that encouraged obstetric nurses to enter 
planned home childbirth; and 2) The search for autonomy, freedom, protagonism and respect in the care of delivery and birth as 
stimuli for the insertion of obstetric nurses in the planned home childbirth. 
Conclusion: Personal, training and professional experiences and dissatisfaction with hospital obstetric care in the state, considered 
interventionist and physician-centered, encouraged obstetric nurses to enter planned home childbirth.
Keywords: Nursing. Obstetrics. Home childbirth.
RESUMO
Objetivo: Descrever a trajetória da inserção de enfermeiras obstetras no atendimento ao parto domiciliar planejado no Rio Grande 
do Sul. 
Método: Estudo exploratório, qualitativo, com aplicação da história oral temática. Participaram treze enfermeiras obstetras que 
atuavam no parto domiciliar planejado no estado. Os dados foram coletados de dezembro/2019 a março/2020, por meio de 
entrevistas, e analisados com base na análise temática de conteúdo. 
Resultados: Emergiram duas categorias: 1) Experiências pessoais, formativas e profissionais que impulsionaram as enfermeiras 
obstetras a ingressarem no parto domiciliar planejado; e 2) A busca por autonomia, liberdade, protagonismo e respeito na atenção ao 
parto e nascimento como propulsores para a inserção das enfermeiras obstetras no parto domiciliar planejado.
Conclusão: As experiências pessoais, formativas e profissionais e o descontentamento com a atenção obstétrica hospitalar no estado, 
considerada intervencionista e centrada no médico, foram propulsores para as enfermeiras obstetras inserirem-se no parto domiciliar 
planejado. 
Palavras-chave: Enfermagem. Obstetrícia. Parto domiciliar. 
RESUMEN
Objetivo: Describir la trayectoria de la inserción de enfermeras obstétricas en el cuidado del parto domiciliario planificado en Rio 
Grande do Sul. 
Método: Estudio exploratorio y cualitativo, con aplicación de historia oral temática. Trece enfermeras obstétricas que trabajaron en 
el parto domiciliario planificado en el estado participaron en el estudio. Los datos se recopilaron entre diciembre de 2019 y marzo 
de 2020, a través de entrevistas, y se analizaron sobre la base del análisis de contenido temático. 
Resultados: Surgieron dos categorías: 1)  Experiencias personales, formativas y profesionales que alentaron a las enfermeras 
obstétricas a entrar en el parto domiciliario planificado; y 2) La búsqueda de la autonomía, la libertad, el protagonismo y el respeto en 
el cuidado del parto y el nacimiento como propulsores para la inserción de enfermeras obstétricas en el parto domiciliario planificado. 
Conclusión: Experiencias personales, formativas y profesionales y descontento con la atención obstétrica hospitalaria en el estado, 
considerada intervencionista y centrada en el médico, impulsaron la entrada de las enfermeras obstétricas en el parto domiciliario 
planificado.
Palabras clave: Enfermería. Obstetricia. Parto domiciliario.
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 INTRODUCTION
The overview of births in Brazil reveals the predominance 
of their occurrence at hospitals and the increasing use of 
cesarean sections. Recent data of the Unified Health System 
Information Technology Department (Departamento de In-
formática do Sistema Único de Saúde, DATASUS) showed that, 
in 2018, 98% of the births happened at hospitals, and only 
0.6% at homes, 55.9% being through cesarean sections(1). 
Such indicators show how much the technocratic paradigm, 
which uses high technology in assistance processes and 
deals with the body and the mind in a fragmented manner(2), 
predominates in Brazilian Obstetrics. 
On the other hand, nurses and obstetricians have dedi-
cated themselves to serve the home parturition process in a 
planned manner. This professional category can assist vaginal 
delivery with normal physiological evolution and neonates; 
and promote an assistance model, centered on the woman, 
as well as an environment favorable to vaginal delivery, ac-
cording to Resolution No. 516/2016 of the Federal Council 
of Nursing (Conselho Federal de Enfermagem, COFEN)(3).
Nurses and obstetricians usually offer private planned 
home childbirth based on scientific evidence and inter-
national guidelines, as the Unified Health System (Sistema 
Único de Saúde, SUS) does not have protocols or normatives 
so far subsidizing the professionals that provide this service 
in the country(4).
Planned home childbirth is a care/birth modality indicat-
ed to normal-risk pregnant women who want to give birth 
at their homes in a scheduled manner, and by qualified pro-
fessionals(5). It is a tradition in countries like the Netherlands, 
Canada, and Australia, being recognized and encouraged 
by their public health systems(4). In Brazil, planned home 
childbirth is not covered by the Unified Health System (SUS).
The Brazilian Ministry of Health (MoH) recommends that 
humanized care for delivery and birth be guaranteed to 
women and newborns, respecting the good practices rec-
ommended by the World Health Organization (WHO), which 
include the provision of viable delivery and birth assistance, 
where the woman has a choice and feels comfortable. How-
ever, planned home childbirth is not part of the list of the SUS 
procedures. There are also no national indicators related to 
this birth modality, which makes it difficult to know its reality.
Within this context, it was considered relevant to study 
the planned home childbirth assisted by nurses and ob-
stetricians, having the following guiding question: How, 
when, and why do nurses and obstetricians start providing 
assistance to planned home childbirth?
The State of Rio Grande do Sul (RS), Brazil, was defined 
as the study locus. According to the DATASUS(1), in 2018, 
the number of live births in RS was 140,052. Of this total, 
99% (139,450) were born in hospitals, and only 0.26% (367) 
corresponded to home childbirths. Regarding the type of 
birth, 62% (87,583) were through cesarean section, and 
37% (52,448) through vaginal delivery(1), elucidating how 
much obstetric assistance in that region has been predom-
inantly hospital-, surgical-, and technocratic-based. 
It is not possible to verify in the DATASUS if home child-
births were planned or not, reinforcing the importance of 
this research in explaining the overview of the professionals 
who provide this type of assistance in a Brazilian state.
Given the preceding information, this study aims at de-
scribing the insertion trajectory of obstetric nurses in the 
assistance to planned home childbirth in Rio Grande do Sul.
METHODS
This was a research study of the exploratory type, with a 
quantitative approach. Exploratory research studies explain 
a new theme, collaborating to subsequent studies related 
to it(6). 
The study locus was the state Rio Grande do Sul. Before 
the research development, an empirical-exploratory survey of 
the planned home childbirth’s teams in RS was carried out to 
verify their viability through the world wide web, on a search 
engine, and two social media. Five groups were identified 
and, subsequently, the researchers made telephone contacts 
with them from December 2018 and February 2019. Based 
on these contacts,13 EOs (for Obstetric Nurses, “Enfermeiras 
Obstetras” in Portuguese) were verified in the assistance to 
planned home childbirth. It is emphasized that the EOs 
have contact with each other, keeping a communication 
network and, for this reason, they confirmed if the num-
ber of teams was the one identified by the authors, which 
confirmed the initial finding. These data were not changed 
during the research.
The data survey was developed through audio-record-
ing interviews, applying the thematic oral history method 
(self-reporting), with the support of two guiding scripts, a 
general one, in which there was information regarding the 
women’s characterization and guiding questions, addressing 
the professional participation in planned home childbirth, 
and an individual one (with information related to training, 
professional practice, and personal experiences), prepared 
through a biographical survey of the professionals who 
agreed to participate in the study(7).
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The oral history method studies historical developments, 
institutions, social groups, and professional categories, fo-
cused on testimonies through interviews of those who 
participated or witnessed them. It results from a relation-
ship between history and their sociocultural environment, 
recovering what was lived according to what was conceived 
by who experienced it. Oral history contributions are always 
more significant in areas little studied and explored(8), such 
as the theme of the present study when Brazil is considered.
After the EOs agreed to participate, and the Free and 
Informed Consent was signed, the interviews were sched-
uled and applied based on the scripts. They were applied 
individually from December 2019 to March 2020 by the first 
author of this work, supported by a digital recorder.
The professionals had two options to be interviewed: 
in person (at home, at work, or other preferred location) or 
through videoconference, by using the Skype® software. 
These were determined according to the choice of each 
participant. The remote interview option was offered due 
to the fact that the EOs have an irregular work routine in 
planned home childbirth, and this option facilitated their 
participation in the research. 
Five interviews were conducted in person, two in the 
city of Pelotas and three in Porto Alegre, with the locations 
previously defined by the volunteers, and eight through 
videoconference. The commuting for data collection was 
directly funded by the researchers.
Data analysis and interpretation were based on the The-
matic Content Analysis proposed by Laurence Bardin(9), being 
applied simultaneously with data collection. It involves a set 
of communication analysis techniques that aims at obtaining, 
through systematic and objective procedures of the content 
description of indicators (quantitative or qualitative), the 
production conditions of variables/phenomena, enabling 
the interference of relative knowledge(9).
The stages of this analysis method are organized into 
three chronological poles: pre-analysis, exploration of the 
material, and analysis and interpretation(9). In the first, the 
floating reading of the material collected and the data se-
lection to be submitted for analysis were conducted.
In the second, the findings were codified, turning them 
into context units (sentences or words) to describe the rel-
evant characteristics of the content(9). In the third stage, the 
results were synthesized in large categories of analysis, being 
interpreted based on the scientific literature on the theme(9).
This research was analyzed and approved by the Research 
Commission of the Nursing School (record No. 37726), of 
the Federal University of Rio Grande do Sul (Universidade 
Federal do Rio Grande do Sul, UFRGS), and by its Research 
Ethics Committee (Comitê de Ética em Pesquisa, CEP) (CAAE: 
21165219.9.0000.5347). The participants’ identification was 
coded as follows to preserve their anonymity: EO1, EO2, 
EO3... EO13. All the ethical precepts set forth in Resolu-
tion No. 510/2016 of the National Health Council(10) were 
respected. 
RESULTS AND DISCUSSION 
Categorization of the Participants
In Chart 1 we present the categorization of the study 
participants. 
All the participants were female. Most of the EOs (11) were 
registered as specialists in the Regional Nursing Council (Con-
selho Regional de Enfermagem, COREN) of RS, and those who 
were not (2), reported as a reason the fact that they had just 
concluded their specialization. It is important to highlight 
that all the professionals who assist planned home childbirth 
must have prior registration with their Professional Council(4).
When asked about having worked as nurses in different 
obstetric areas, five answered no, and eight mentioned the 
following areas: primary care, operating room, intensive 
care, emergency room, surgical and clinical hospitalization, 
pediatrics, and psychiatry. Six of the 13 interviewees worked 
exclusively with planned home childbirth and eight with 
different primary care hospital areas. 
Analysis Categories 
In this section, the two analysis categories that emerged 
from the context units extracted from the data will be pre-
sented, namely: 1) Personal, training, and professional ex-
periences that encouraged the obstetric nurses to start 
working with planned home childbirth in RS; 2) The search 
for autonomy, freedom, protagonism, and respect in labor 
and birth care as stimuli for the insertion of obstetric nurses 
in planned home childbirth.
Personal, training and professional experiences 
that encouraged obstetric nurses to start 
working with planned home childbirth in RS.
The discourses elucidated that the participant’s training, 
personal, and professional experiences encouraged their 
insertion in planned home childbirth. 
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I started working with home childbirth with my own 
home childbirth! [...] When I started the postgraduate pro-
gram in obstetrics, I didn’t know so much about this world 
of home childbirth, during the program [postgraduate 
program] I started knowing a little about vaginal delivery, 
seeing the natural process and I saw that, wow, why are 
we losing this? Then I started rescuing a lot of things. In 
the middle of the program [postgraduate program] I got 
pregnant[...] and then I came up with the idea of having 
a home childbirth. We studied a lot with my husband. I 
went to conversation circles. [...] I met some girls at this 
moment, I was pregnant. I created a connection with 
them and, after my daughter was born, we got delighted. 
Then, my husband said: Well, then, when does she enter 
the team? Because EO10 said “look, we have a vacancy”, 
and I was always like “let’s see” and it was like this. After 
my daughter was born, I though carefully about the 
subject, that I wanted to go into. Anyway, know more. 
[...] And then I got into the team. (EO6)
The speech above reveals that, based on a personal 
experience of planning the home childbirth and giving 
birth at her home, EO6 felt motivated to start assisting this 
method, offering to women what she had already positively 
experienced, even with the encouragement of her partner. 
A positive experience in the parturition process causes emo-
tions, satisfaction, and empowerment in women(11–12). In this 
case, EO6 got empowered to the extent that she decided to 
work in a theoretically little-known area for her at that time 
but deeply experienced in her parturition process. 
The support of the professionals who assisted EO6 and 
the relationship established among them may also have 
cooperated for her to see herself as a nurse working with 
planned home childbirth. These are elements that favor the 
Participants Nursing training time
Obstetric Nursing 
training time
Modality of Obstetric 
Nursing training
Time working in  
planned home  
childbirth in RS
EO1 11 years 8 years Specialization 6 years
EO2 11 years 5 years Specialization 5 years
EO3 4 years 2 years Residency 1 year and 6 months
EO4 9 years 2 years Specialization 1 year and 6 months
EO5 5 years 2 years Residency 1 year and 6 months
EO6 9 years 2 years Specialization 1 year and 6 months
EO7 6 years 4 years Residency 4 years
EO8 8 years 2 years Specialization 1 year and 8 months
EO9 6 years 4 years Specialization 5 years
EO10 10 years 7 years Specialization 4 years
EO11 2 years 8 months Residency 8 months
EO12 3 years 8 months Specialization 1 year
EO13 4 years 1 year and 6 months Residency 1 year and 3 months
Chart 1 – Characterization of the study participants. Porto Alegre, 2020 
Source: Research data, 2020.
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motherhood experience(11) and, probably, also encouraged 
the nurse to join the team that assisted her.
We verified that most of the volunteers’ Nursing train-
ing, in undergraduate and specialization courses, did not 
approach planned home childbirth. The following speech 
is highlighted to show this finding:
In my specialization, no one has ever talked about home 
childbirth, neither in undergraduate course. So, I never 
had contact with that, it was never mentioned in classes, 
nothing about it. But during specialization, a colleague 
already had some familiarity with that, from hearing 
about it. […] Anyway, she invited us for [a course with] 
a Mexican midwife, Naoli Vinaver, who would come to 
offer some training. I think it was a four-day training 
to talk about her practice and how it was, and then I 
went there, without many expectations. I went to learn 
something different. And when she started to talk about 
her work, with home childbirth, in a way with such a 
strong connection with this work, with so much emo-
tion involved, focused on natural things, on physiology. 
I had an awakening. During that weekend, I thought: 
oh my God, this is what I want to do, this is what I have 
to do. (EO1)
As mentioned by EO1, the contact with the theme hap-
pened in a specific training session with an international 
midwife, Naoli Vinaver, who has spread knowledge about 
planned home childbirth in Brazil and, probably, influenced 
many professionals regarding this practice. 
In 2014, I had some training with Naoli. They were 3 days 
that changed everything! I saw that it was in home 
childbirth that I was going to find what I was looking 
for. (EO10)
The residency in Obstetric Nursing was an encourage-
ment to EOs to enter this area.
The Sofia [Sofia Feldman Hospital] was a really really 
crazy thing and changed my life, because until now, then, 
we say it’s very difficult to talk about how our experience 
was in the residency [Sofia Feldman Hospital], only who 
goes through it can understand, you know? How crazy it 
is to intensely live the 60 weekly hours of a residency in a 
place where you work so hard, you know? With this assis-
tance [to humanized childbirth]. What I had experienced 
here in Rio Grande do Sul, you know? What the doulas 
course brought me was only the tip of the iceberg. In the 
Sofia I could really train these practices. I remember my 
first day in the delivery room. It was really my first day in 
the delivery room. They told me: ah, go over there and 
enter that room that a baby is going to be born. Then, 
I asked the preceptor who was there if I could come in 
and she raised her finger and said: I want… she knew 
I was R1, that I was going there just to look and, then, 
she raised her finger and said: I want absolute silence in 
this room, no one here is going to say a word, you will 
be here in the corner, just observing. I said: ok, I stayed 
in my place just observing. There, the woman inside a 
wonderful bathtub, gorgeous, the baby was born there. It 
was a beautiful childbirth and, like, I just cried, cried, cried 
a lot. The preceptor came to me and said: for God’s sake, 
what is happening? I told her that I had never seen such 
a beautiful childbirth in my life. Then she hugged me and 
said: oh my God, which world do you come from? Then 
I said: Rio Grande do Sul. You don’t understand what a 
childbirth is there. (EO3)
During the residency we already have some contact with 
home childbirth. There in the Sofia [Sofia Feldman Hos-
pital] there is the home childbirth by the SUS, you know? 
Then, we already have contact with home childbirth in 
our training, with the birth center, you know? Which is 
that childbirth in an institution and not in a hospital. 
So, we already have contact. I had already had previous 
contact with home childbirth because I had already 
been to some deliveries with older nurses, as assistant, 
and I have always identified with home childbirth. (EO7) 
Once, I was doing a shift at Casa da Gestante [Sofia 
Fieldman Hospital] and one of the nurses said: Ah, there 
is a patient in labor, of HC [Home Childbirth] and who 
knows you want to go with us. And, then, it was January, 
my residency [in the Sofia Fieldman Hospital] would end 
in February and I said: I’ll go! Because I know there would 
be the possibility of working with home childbirth in POA 
[Porto Alegre]. Because I didn’t want to stay there, I wanted 
to come back here. Then I said: ah, this is my chance, 
I’ll go! There I went. I arrived at the patient’s home, she 
had 7 centimeters [of dilation] and it was a pregnancy II, 
she had already had a home childbirth of her first baby. 
Then, it was really quick. She was with 7, I think the baby 
was born in less than 2 hours we were there and it was 
wonderful, great. Because I didn’t have this view, for being 
inside the hospital, that the woman was there in her 
shower, her bathroom, you know? Then she had a little 
4-year-old daughter who stayed with her, the woman 
there with her stuff, you know? If she wanted anything 
she had available at her house, so this was something 
that, so, I got delighted when I saw. (EO13)
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Since 2013, the Sofia Feldman Hospital is the only one 
in Brazil offering planned home childbirth within the SUS, 
and the residency in Obstetric Nursing of the institution 
enabled the participant to contact this type of assistance, 
contributing to her decision to work in this area. Residency 
programs involve in-service training as a teaching-learning 
strategy, aiming at preparing professionals to overcome 
knowledge and care segmentation in health care and to meet 
the guidelines of the health policies that seek to change the 
technocratic approach of childbirth to implement humanized 
care actions, encourage vaginal delivery, and increase the 
quality indicators in maternal and neonatal care(13). 
The profile of the nurses and obstetricians trained in a 
residency materializes in the construction of new knowledge, 
with the aim of defining a space to change the obstetrics 
scenario, standing out for the search of autonomy and com-
mitment, in addition to scientific knowledge to guide the 
evidence-based practice(14). All these aspects were verified 
during the interviews with EO3, EO7, and EO13.
Training within the residency focuses on the prevailing 
health policies; in the case of planned home childbirth, 
there is no specific policy for this service in Brazil. Therefore, 
the residency programs in the country have probably not 
prepared EOs for this field. The reality of the Sofia Feldman 
Hospital is innovative but isolated since it is the only SUS 
service that covers planned home childbirth. The same must 
happen with the specializations, which also aim to train 
according to the national policies of labor and birth care, 
which is predominantly hospital-based.
For example, training such as doulas courses gave a new 
meaning to childbirth to most of the participants, promoting 
self-knowledge. Such experiences resulted in personal and 
professional changes. 
I attended a doula training. The doors that Michel Odent 
opened, the doulas course wide opened them, it was a 
one-way street in my life, I say it was a turning point for 
me! (EO3) 
[...] I attended a doulas course in 2007 with Ricardo Jones 
in Porto Alegre and with Zeza, and that was showing me 
that there was another way except for violence [...]. (EO9)
One day, I met a friend I hadn’t seen for 10 years and 
she told me: let’s take the doula course. And I said: what 
is that? And she explained me and said: you have to do 
it! And halfway through the year, three months later, 
there was one in Porto Alegre and I took Ricardo Jones’ 
course and my life simply changed. From then on, all 
my university studies were focused on obstetrics. (EO12)
Doula (word of Greek origin meaning “the one who 
serves”) courses usually involve group dynamics and activities 
related to personal experiences, positive or negative ones, so 
that the students get in touch with their “own phantoms” and 
design their own life stories, triggering emotions, personal 
development, and self-knowledge(15).
A scientific research study, which aimed at analyzing how 
the subjectivities of women are transformed over doulas 
courses and training, concluded that the understanding of 
the participants about gestation, childbirth, and motherhood 
processes suffer significant changes(15). It also highlighted 
that “the transformation door only opens from the inside”(15), 
bringing to light that, in order to enter the world of delivery 
and birth humanization, it is necessary to look within oneself, 
develop self-analysis and resignify oneself to be open to a 
care philosophy that transcends what is set in the Brazilian 
obstetric scenario. It is what seems to have happened to 
the EOs of this study.
Another significant finding is that many speeches echoed 
what was asserted by EO3 about the care model applied to 
childbirth in RS, which is predominantly hospital- and tech-
nocratic-based, as assumed at the beginning of this work. 
Often accustomed to the hospital model, with unnec-
essary and harmful interventions, and witnessing obstetric 
violence, the EOs had to de(construct) and transform them-
selves personally and professionally to offer planned home 
childbirth assistance.
For me, it was a big challenge […] I have some difficulties 
until now, it is very difficult to deconstruct everything you 
had constructed in 7 years. I have already seen a lot people 
using Kristeller, I have already seen much violence, I have 
already seen much disrespect and you deconstruct all this 
and think that it’s okay that a birth takes 12h, it’s okay to 
take 20h. For me it’s surreal, really surreal. It’s really difficult 
not to interfere in the woman. They are challenges that 
I keep constructing, deconstructing every day and that 
is the best thing. It’s the challenge of being a different 
professional for each woman. (EO4)
Actually, it was a construction, you know? Because when 
we work long hours within the OC, we end up thinking 
that the delivery goes wrong. So, it’s dangerous and so 
on. It’s a deconstruction process when you understand 
that, actually, what causes most of the bad events in 
birth is not the delivery itself but the interventions made 
and that cause a fatality. Something when we change, 
right? Of understanding that not doing an intervention 
protects the woman and the baby. Then we change, 
Trajectories of obstetric nurses in the care of planned home childbirth: oral history
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right? And it was more or less like this. It’s kind of like the 
really traditional nurses, who want to assist birth in the 
model they believe, who end up going to home childbirth. 
Because really our model here in the state [Rio Grande do 
Sul] is not good, you know? Only at Conceição there’s a 
slight opening for this insertion of the nurse, but it’s not 
something independent, you know? So, there is always 
a health professional observing everything. And not in 
home childbirth. In home childbirth we are independent, 
you know? We don’t ask anyone’s approval for anything. 
It’s like this. (EO7)
Obstetric violence involves all types of aggression suffered 
by women during labor, postpartum, and miscarriage. It can 
be defined by a situation in which the health professional 
appropriates the reproductive processes and the women’s 
body through dehumanizing relationships, abuse of medi-
calization, and pathologization of natural processes, which 
results in the loss of autonomy and the ability to freely decide 
for their body and sexuality, causing a negative impact on 
the women’s life. This type of violence involves all types of 
aggression suffered by women during labor, postpartum, 
and miscarriage(16–17). 
The speeches also show traces of the work routine within 
RS hospitals, where most of the interviewees worked before 
entering planned home childbirth. A practice that has already 
been proscribed in assistance is identified, the Kristeller 
maneuver, but that was still being practiced. Additionally, 
medical hegemony was mentioned in the management 
of delivery and birth (physician-centered care), offering a 
perception of continuous supervision to the EOs. 
Such finding elucidated the biomedical model prevalent 
at the hospitals where the participants worked at a certain 
period. This is characterized by the physician-centered par-
turition assistance and the valorization of techniques that 
do not appreciate women’s active participation(18). For this 
reason, it does not facilitate the women’s leading role, a 
fundamental aspect of humanized care(19).
This model turns the delivery scenario into a place of 
disputes among physicians and obstetric nurses, causing 
conflicts in the EOs’ daily practice, affecting the care process. 
It is highlighted that this situation occurs since their training, 
whether during the residency or the specialization, hinder-
ing the implementation of a systematized plan of Nursing 
assistance to parturients.
When asked about how they started working with 
planned home childbirth, the participants also mentioned 
that they were invited by other EOs, either to create a new 
team or to join an existing one in RS.
Actually, it has always been EO12’s dream [having a team 
of planned home childbirth], she was looking for people 
to join her, I believe I was chosen. (EO5)
She invited me to make up a team with her because she 
was assisting by herself [without a definitive team], she 
used to take some assistant nurses, but she didn’t have 
a team as she wanted to. (EO7)
The Royal College of Midwives, British organization of 
midwives, recommends that at least two midwives assist 
planned home childbirth in order to ensure safety in the 
assistance(20). As there are no regulations about this aspect 
in Brazil, the teams of planned home childbirth in RS were 
created in compliance with this international recommen-
dation; always having two nurses, with at least one of them 
being an EO.
Over the last years, an increasing demand of planned 
home childbirth in the country has been observed, mainly 
in the large urban centers, due to women’s dissatisfaction 
with the current hospital-based obstetric system(21). In RS, 
this demand can also be observed by the increased num-
ber of professionals working in this care modality between 
2019 and 2020 
Some of them were called by teams that needed a larg-
er number of EOs to expand and safely assist women and 
families interested in this delivery and birth modality, in 
compliance with the scientific evidence and international 
recommendations. 
[...] EO7 contacted me because there’s an increasing 
demand of home childbirth, and they were in four in the 
team, and EO7 needed to have someone else, because 
three of the nurses also worked in hospitals. (EO11)
I started to send résumés. Then EO3 was my R2 and she 
was already in a home childbirth team that already 
had some history. I think the team was already 4 years 
old. [...] Then she asked me: Don’t you want to enter HC? 
Because we need, the number of services is increasing a 
lot. [...] That got me quite interested, I thought it would 
be a great opportunity. Count me in! (EO13)
The number of women getting interested in home child-
birth is increasing. It’s increasing a lot and, now, with 
this COVID issue, home childbirth will blow up. In April 
and May there are many home childbirths because now 
women don’t want to go to the hospitals [...] women are 
going to see now that home childbirth is truly possible 
and safe. (EO11)
 Santos LM, Mata JAL, Vaccari A, Sanfelice CFO
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During COVID-19 pandemic, planned home childbirth 
was also impacted in RS, as well as other areas of the Nursing 
work. The participants highlighted the increasing search 
for this assistance option by the women after the outbreak 
of the disease in Brazil, in order to avoid the hospital envi-
ronment at this time. A Brazilian research study points out 
that, due to the COVID-19 pandemic, Brazilian women have 
recognized their homes as a possible place for giving birth 
to their children(22).
An international paper, which studied pregnancy and 
birth during the COVID-19 pandemic in the United States 
of America (USA), asserts that just like it happens in other 
health calamities, the current sanitary condition reveals 
the technocratic and fragmented background of the USA 
maternity hospitals and the increasing interest in home 
childbirth and independent birth centers(23). A situation that 
probably was due to the exclusion of the presence of doulas 
and partners in hospital institutions(23). 
This has also happened, for example, during the post-
partum period in Brazilian hospitals, following a new recom-
mendation. According to Technical Note No. 09/2020 of the 
MoH, it is only allowed to have a companion after delivery 
in exceptional cases, in which there is clinical instability of 
the puerperal woman, specific conditions of the newborn, 
or even in the case of minors. In the other situations, a tem-
porary suspension is recommended to reduce the flow of 
people within the hospitals/maternity ward(24). 
Based on the results and on the aforementioned research 
studies, it is believed that the perception of risk in planned 
home childbirth compared to hospital delivery is relative and 
marked by socio-historical moments. It may be transforming 
due to the experiences lived during the pandemic.
In Brazil, perhaps in a not-so-distant future, planned home 
childbirth may be seen as it really is by women, families, and 
obstetric corporations, as a feasible, low-cost option to the 
health system and safe to normal-risk women and newborns.
The search for autonomy, freedom, 
protagonism, and respect in labor and birth 
care are stimuli for the insertion of obstetric 
nurses in planned home childbirth
Believing in the planned home childbirth model, i.e., 
respecting the woman and her choices, being able to offer 
humanized care, and having availability to offer a new care 
model were the reasons most mentioned by the participants, 
as well as the disagreement with some practices, protocols, 
and the obstetric violence witnessed in hospital institutions. 
Because it’s something I believe [...] that it’s safe to be 
born at home, that it’s a more individualized assistance, 
respecting options, respecting the autonomy of women 
and families. It respects the moment. (EO2)
I think there is no better choice for the person and family 
to make. Of everything, respect to that woman at that 
moment, respecting her body, her wishes, and also re-
specting the birth, the physiological process of birth, the 
process of receiving the newborn, without unnecessary 
interventions. (EO6)
We saw this need for changing the very model and re-
signifying this moment. (EO9)
In a systematic review with a meta-analysis, it was verified 
that planned home childbirth of usual-risk women does 
not increase mortality or perinatal and neonatal morbidity 
compared to those who intend to give birth in a hospital(25). 
When comparing the home and hospital groups, there were 
no differences in the following neonatal outcomes: admission 
at the Neonatal Intensive Care Unit (NICU), Apgar scores, 
and need for reanimation(25). In usual-risk pregnant women, 
planned home childbirth is as safe as in a hospital(4). 
Witnessing obstetric violence scenes through words or 
actions and following fixed protocols and routines at institu-
tions, even not complying with current scientific evidence(26), 
encouraged the EOs to work and promote planned home 
childbirth as a more human and respectful care model. 
Because within an institution you witness it and don’t do 
anything. You witness a lot of obstetric violence, a lot of 
disrespect for the woman. A very normal way, but that it’s 
not natural and there’s nothing of normal in it. The will 
you have of making the difference in the life of women, 
of people. We need to show those people that there’s 
another way of giving birth, with much more respect, 
with much more physiology, and much more love. (EO4)
Professionals with a specialization in Obstetric Nursing 
can provide planned home childbirth, having the right to 
practice it with freedom and autonomy, provided that the 
pregnant woman is stratified as usual-risk(4). 
To practice this care model, the EOs need to develop 
technical, non-technical, and managerial competences, as 
well as know the legal aspects encompassing the Obstetric 
Nursing practice in order to ensure their autonomy and 
empowerment, as well as responsibly and ethically comply 
with their duties(4).
Trajectories of obstetric nurses in the care of planned home childbirth: oral history
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Planned home childbirth focuses on freedom, autonomy, 
protagonism, and respect for the philosophy and culture of 
women and their families(4). Intuitively, and based on their 
experiences mentioned in the first category, EOs show that 
they acknowledge such aspects.
Because I wanted to assist more. I wanted to see a physio-
logical delivery. I wanted to follow-up a woman from the 
beginning to the end. And, after we start seeing that at 
home they have a different labor, everything is different. 
That there’s no external interference. And then I ended 
up falling in love with what I do. That’s why I can’t think 
of working in anything else. (EO10)
When they choose planned home childbirth, women 
and their families seek respectful, loving, safe, and quality 
care(4) and the participants show that they acknowledge that.
The childbirth care models for usual-risk women involving 
midwives (obstetric nurses) are related to lower interven-
tion rates, lower risk of episiotomy, and higher parturient’s 
satisfaction(4,27), which reveals how beneficial the assistance 
carried out by professionals of this category is.
In the home setting, EOs have more autonomy to work 
than in hospitals, where the biomedical model is entrenched, 
often causing dispute situations. 
And I have always felt this need of providing this differ-
entiated assistance, making other things available to the 
women, things that in hospitals are not often possible, 
not feasible. Of course that we know that nowadays there 
are many hospitals offering deliveries in other positions 
than lithotomy and so on. But they are more assisted 
by the medical team, not by the Nursing team. (EO13)
Cultural, organizational, and structural issues of the hos-
pital institutions and the working conflicts with physicians 
directly interfere in the autonomy of the EO. The obstetric 
universe works according to a net of social and power re-
lationships influencing the care offered to women in the 
pregnancy-puerperal period(18,28).
Although the Nursing legislation ensures EOs’ work in an 
autonomous manner, including planned home childbirth, 
the EOs experienced privation moments when they worked 
in hospitals. This factor encouraged them to start providing a 
service that gives more autonomy, freedom, and professional 
protagonism to work in Obstetrics.
CONCLUSION 
The oral history of obstetric nurses in the care for planned 
home childbirth in Rio Grande do Sul, herein analyzed, point-
ed out that the training, personal, and professional experienc-
es encouraged the professionals to start working with this 
care modality for women and newborns during pregnancy, 
delivery, birth, and puerperium. 
In the personal aspect, the experience of home childbirth 
was one of the contributing factors. In the training scope, 
a residency program in Obstetric Nursing and free doula 
courses were stimuli for their decision to work with planned 
home childbirth. In the professional realm, the obstetric 
nurses witnessed and experienced obstetric violence and 
restrictions to work with autonomy and freedom in labor and 
birth care, being determinants for them entering this service.
The oral history of the obstetric nurses revealed that 
what was experienced led them to look within themselves 
and resignify themselves to awaken to the practice of a new 
modality of obstetric care in their routines. Dissatisfaction with 
the hospital obstetric care in RS emerged in the speeches, 
highlighted as interventionist and physician-centered, en-
couraging obstetric nurses to start working with planned 
home childbirth. The professionals showed that they believe 
in the humanized model, seeking to respect the physiology, 
choices, and protagonism of the women/families in the 
parturition process. 
In addition to that, autonomy and freedom are factors that 
affect both sides: women in the face of their pregnancy and 
delivery, and obstetric nurses, for being able to experience 
planned home childbirth according to the paradigm they 
believe and defend. 
It is worth noting that this is the first study revealing the 
overview of planned home childbirth teams of Rio Grande 
do Sul, which currently assists women and their families 
against the country’s prevailing technocratic paradigm. 
Therefore, it is challenging and necessary to bring up a care 
model in obstetrics centered on the woman and not on the 
professional, in a predominantly technocratic scenario, and to 
problematize a polemic theme like planned home childbirth. 
In view of that, it is concluded that revealing the in-
sertion trajectory of obstetric nurses in the assistance to 
planned home childbirth in Rio Grande do Sul is a beginning 
to start (re)thinking about the work of Obstetric Nursing in 
different areas of the State health system and giving voice 
to those who are at the forefront of home delivery and 
birth humanization.
 Santos LM, Mata JAL, Vaccari A, Sanfelice CFO
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